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Migrant Health is a global issue. The United Nations estimates that in 2005 there were 191 million migrants worldwide.
1 About 3 per cent of the world's population live outside their country of birth. In Asia, the number of migrants has increased from almost 28 million in 1970 to 53 million in 2005. 1 The migrant population raise public health concerns, as the unstructured mobility of any population increases the risk of infectious disease transmission. Disease control with mobile population setting is quite challenging. Limitations to health care access, due to geographical, financial, socio-cultural, language or perceived security barriers for migrants poses significant health risk not only for the migrant and his/her family but to the surrounding population. Tuberculosis treatment which requires monitoring drug compliance and follow up for a minimum period of six months is one example of the health challenges faced low compliances and interrupted drug therapy is a contributory factor to multi-drug resistant tuberculosis, another major health issue. Similar challenges are faced with HIV/AIDS,  Mobility of the population and cross border movement may increase the transmission of disease and result in increasing mortality and morbidity in both the migrants and host populations. Migrant health program is relatively new, but it is an emerging area of great importance since accompanying risk of disease transmission and the increasing tendency of migrants worldwide, including in Thai/Myanmar border. The objective of this paper is to describe lessons learned in working with a migrant population health program along the Thai/Myanmar border.
The Thai/Myanmar border situation
More than one million migrants live in Thailand. 2 
Migrants from Myanmar in Thailand
Several factors have to draw migrants from Myanmar across the border into Thailand. Initially migrants crossed the border to escape the political situation, but in more recent years migrants have also been drawn to Thailand in search of economic opportunities. Migrants have provided low-cost labor for factories, orchards and fisheries and as domestic help. Other migrants cross the border to receive medical services, typically at one of the migrant health clinics located along the border or at the medical clinics in the refugee camps. Migrants may also cross for other services, such as education.
The Thai Government has pursued a humanitarian policy towards the growing migrant population inside Thailand, and support has also come from agencies working in the border area. The health needs of the camp residents have been addressed by several NGOs. The International Rescue Committee (IRC), ARC International, Medecins Sans Frontieres (MSF), Aide Medicale Internationale (AMI), and Malteser Germany (MHD) have each been in charge of health services in one or more of the total nine camps. While the registered migrant workers have access to government health services, the large number of unregistered migrants receive free diagnostic and treatment services for malaria at government clinics but must pay for all other conditions. They experience multiple barriers in obtaining health services. The mobility of the population and the "underground" nature of their presence, combined with access barriers, are conducive to increased morbidity and mortality of this vulnerable population. migrants seeking workers' registration permits were identified as needing follow-up medical care. 4 Of these, 1,557 were diagnosed with tuberculosis. In 2003 the WHO/MOPH National TB Programme Review recommended special attention be given for the treatment of TB in targeted population groups in Thailand, including migrants and refugee. 5 While data and reports on the health of the migrant population in Thailand are limited, previous studies showed a rather grim picture. A study by Mahidol University and The Burmese Border Consortium on children five years of age and under living in the camps found that, according to the NCHS standard, 33.7% were underweight (weight/age < -2 SD), 36.4% were stunted (height/age < -2 SD), and 8.7% were wasted (weight/height < -2 SD). 6 A study by Walter Reed Army Medical Center, WHO, et al, found that the prevalence of anemia in children from Myanmar in one camp in Thailand was 72% ---higher than the mean prevalence of 49% for children aged 0-5 in Southeast Asia. 7 The incidence of malaria along the Thai/Myanmar border has been one of the highest of the Mekong sub region of Southeast Asia (Thailand, Myanmar, Cambodia, Vietnam, China and Lao PDR). In some parts of the Thai/Myanmar border, the incidence of malaria is more than 50 per 1,000 people. 8 The Mae Tao Clinic, located in Mae Sot near the border, provides care for migrants from Myanmar. In 2006, malaria accounted for more than 10% of the Mae Tao Clinic's case load. During the same year, nearly 23% of all inpatient admissions were due to malaria. Of the 2,022 inpatient malaria patients, 78% were P. falciparum. 9 More studies are needed to identify and analyze health risks of the migrant population along the Thai/Myanmar border and in other parts of the world. Without this data, it is less likely that limited resources will be targeted where they are most needed.
Initiatives to address migrant health: joint action plan and border health program
In July 7-9 of 2000, the Health Ministers of Myanmar and Thailand, along with other public health leaders of both countries, held a meeting in Chiang Mai, Thailand, to discuss border health issues between the two countries and identify strategies for disease control. 
Key activities of the border health program
The overall objective of the program was to improve the health of the population in the border areas of Thailand and Myanmar, with a special focus on the health and humanitarian aspects of the most vulnerable groups.
Activities included initiating coordination meetings, promoting standardization of data collection on migrants, initiating development of a migrant health information system, developing a database of studies and assessments that had been done in the border area, compiling existing research and other information related to migrants into an accessible format, obtaining funding to improve primary health care services to migrants in the border areas, supporting outreach activities to vulnerable populations, and distributing technical publications and information to health workers in the border areas.
Three areas of the Program, coordination, data collection and the maternal and child health booklet, are highlighted in this section.
Coordination
A key function of the Border Health Program was bringing together players from various backgrounds and agendas to discuss shared public health concerns along the border. Initially, coordination meetings were scheduled to focus on general issues. A large general meeting, with opportunities for organizations to display their activities, was held in different locations along the border once a year. As people began to work together more closely, additional coordination meetings began to target specific diseases such as malaria and tuberculosis. Coordination meetings helped support an update in Thailand's malaria policy.
In addition to specific medical issues, coordination meetings were aimed at geographic regions or stakeholders. Recognizing that UN agencies were not always aware of each other's activities, a UN Border Health Coordination Meeting was scheduled every other month. It was attended by representatives of the national government, as well as UN representatives, and during each meeting a presentation on one aspect of border health was given. Realizing more coordination was needed in the local areas, Provincial Health Coordination Meetings were established in each province. These were attended by local health officials and NGOs. Though politically challenging, coordination meetings between the local health officials of Mae Sot in Thailand and Myawaddy, across the border in Myanmar, were also organized.
In addition to coordination meetings, various players were brought together through training sessions and efforts to mobilize resources. One example of the latter occurred in 2003 when Thailand and Myanmar submitted a joint application for funding in the first round of the Global Fund. While the Global Fund application was not approved, it was successful in that it provided a non-threatening forum for public health officials from Myanmar and Thailand to get together and discuss politically sensitive issues related to the public health of the displaced border population. The meetings to work on the Global Fund were opportunities to exchange information and get to know public health counterparts in Thailand and Myanmar. Following the Global Fund application, more cross-border activities were possible.
Data collection initiatives
A challenge in working with the migrant population in Thailand was the lack of adequate health data to identify the most urgent public health problems and to target the populations in greatest need with the appropriate interventions. Collecting data is often difficult due to migrant population mobility and their legal status. Migrants, particularly those who are illegal, may reject any record of their presence. While a number of studies and reports had been done on migrants in Thailand, the data collected was not always comparable and it was not always shared and accessible to others. The government, NGOs and others who wished to support activities for migrants faced a gret deal of uncertainty in determining what the greatest needs were and where they were. Addressing this issue, coordination meetings were held with the Bureau of Epidemiology at the Thailand Ministry of Health, the International Organization of Migration, NGOs and other players involved in or interested in data collection on migrants.
At the Data Coordination Meetings an attempt was made to link new efforts with existing initiatives. NGOs and the Ministry of Public Health had developed and begun to use a communicable disease surveillance system in the camps in 2002. The Mae Tao Clinic, a clinic serving migrants and non-migrants, had developed a health data collection tool for migrants and was beginning to gather data. Both the surveillance system and the data collection tool were taken into account in creating new data initiatives.
While many technical resources are available for collecting data on non-migrant populations, little is available on how to deal with the unique aspects, such as mobility, of the migrant population. Without any model to follow, the need to develop a migrant health information system in Thailand was recognized. Support was provided to establish a new position, "Migrant Health Technical Officer," in the Ministry of Public Health, Bureau of Epidemiology. A data collection tool was developed and field tested, involving the input of government and non-government players. More long-term funding to support this position was needed, and funds to develop the migrant data system were requested from the Human Security Fund. The funding request, submitted by the World Health Organization and the International Organization of Migration, was approved, and funds were received in 2005. With these funds, a "Migrant Health Information System" has been established in the Ministry of Public Health. The person who was involved in the creation of the successful communicable disease surveillance system in the camps is in charge of developing the migrant health information system. While the development of the Migrant Health Information System in Thailand will provide a good model, more work in the area of migrant health data collection is needed so that tools and resources are available for differing migrant situations worldwide.
Maternal and child health booklet
Concerned about the lack of health information on the mobile migrant population, this booklet was developed for use by migrant mothers and children from Myanmar. This small plastic-covered book contains essential medical information and can easily be transported from one country to another.
Figure 3. Maternal and Child Health Booklet
Modeled after the Thailand Government's Maternal and Child Health "pink book," the "Maternal and Child Health Booklet" was written in Thai, Burmese and English. English was used, as it was generally understood by internationals working in the area and it would make the information recorded easier to understand for those who might be resettled in another country.
The "Maternal and Child Health Booklet" contains space to record immunizations, growth and medical history, as well as areas to record appointments, birth information, general health history, and records of postpartum check ups. Some health education is included, as is a pregnancy risk assessment.
The book was developed collaboratively with the Thailand Ministry of Health and various groups who were active in the border areas. A draft copy was sent Myanmar Ministry of Public Health for review, and suggested changes were incorporated. Thousands of copies of the book were distributed to migrant mothers and children at no cost throughout the 2,000-km. Thai/Myanmar border. This small booklet has been used successfully, and perhaps standardized migrant health record books for migrants of all ages should be considered. While changes would be needed to respect cultural and language differences, having the same basic information may support better medical record keeping for all migrants.
Stakeholders response
At the end of five years, government representatives from Thailand and Myanmar, NGOs, UN agencies and others who were involved in the Border Health Program were asked for input on whether or not the program had been beneficial. Most respondents cited the coordination aspect as the most valuable part of the Program to them. The primary benefit of coordination was the opportunity to construct networking with other partners and identify opportunities for collaboration. The cross-referrals between agencies made it possible to pool and coordinate their efforts, minimizing waste.
The annual border health meeting, with participants from both Thailand and Myanmar, was especially well received. Respondents felt it created small opportunities for collaboration which later developed into important event. For some, the annual meeting provided a glimpse of what was happening on the other side of the border from where they worked. As the technical meetings began to be held more regularly and attendance increased, greater opportunities were provided for governments and international agencies to communicate on a more regular basis without suspicion.
The sharing of information was rated high. Respondents were particularly positive about the public health surveillance data from the camps, information on the infrastructure in the provinces (NGO and government) and the estimated populations of migrants. Respondents felt they could access reports, otherwise unavailable.
As far as suggested changes for the future, respondents indicated they would like more cross-border activities, they would like to see the development of a migrant health information system, and they definitely wanted the meetings to continue.
Conclusions
The Border Health Program was a unique program, with no previous model. It identified successful approaches for working with migrants in this particular situation, as well as identifying areas of future studies.
In situations such as the Thailand/Myanmar border where there are multiple players, conflicting missions and differing cultures and political views, the challenge of establishing effective public health programs can be substantial. It is important to bring various groups together so key players can talk and understand each other's objectives and points of view. Working together, it is more likely needs and issues will be identified and collaborative activities will begin. In addition to meetings, coordination can be achieved through newsletters, e-mails, web sites and any other means of communication. It is important to have lists of the players, along with contact information, so people can get in touch with one another.
Without adequate data, it is difficult to identify the needs of any population and use limited resources most appropriately. No system is established get for collecting and maintaining data on migrants, but Thailand is attempting to develop one. While a data system is being developed, it is important to compile studies which have been done on the migrant population and make this information available to those who are planning initiatives.
More research and study is needed in the development of standardized medical records book which can be used by displaced populations worldwide.
To be effective, this program must consistently advocate the mission of public health but remain apolitical. Focusing on the critical need to optimize the health of all people, especially the most vulnerable, can help depoliticize sensitive issues.
The preamble to the World Health Constitution includes a statement which holds very true in these working environments: The enjoyment of the highest attainable standard of health is one of the fundamental rights of every human being without distinction of race, religion, political belief, economic or social condition.
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